Crohn's disease of the stomach appears to be a rare condition. A search of the literature reveals very few recorded cases. Ross (1949) was the first to describe a case of Crohn's disease above the small intestine. He described a patient attending the Lahey Clinic with typical Crohn's disease of the ileum who had numerous resections of small bowel over a period of three years. At the end of this time a lesion appeared in the stomach. It was a localized mass on the greater curvature, 5cm. in diameter, with an ulcer i cm. in diameter on the mucosal surface. The stomach wall was inflamed and oedematous. The mass was adherent to the pancreas and extended into the pedicle of the middle colic vessels.
The other recorded cases are all rather different and the case described in this article resembles them more closely.
The next cases were described by Comfort, Weber, Baggenstoss and Kiely (1950 îÎ - Martin and Carr (1953) described two cases, both presenting with nausea but one with anorexia and the other with epigastric discomfort. Radiologically both had absent peristalsis of the pylorus and the first half of the duodenum, with a deficient mucosal pattern. Both cases had ileal changes, one before the gastric symptoms appeared, the other after the onset of gastric changes. Their first case had a laparotomy which showed typical ileal changes and patches in the colon. (Fig. i) , and the report was as follows Oesophagus: Normal. Stomach: The gastric capacity was considerably reduced and the patient vomited the barium back after only a few mouthfuls. The muscosal outline was flattened and atrophic; towards the lower end there was a constant incisura and the gastric wall in the pyloric antrum showed some constant filling defects, with very poor peristalsis. The stomach was fairly mobile but definitely less pliable than normal. Duodenum: The cap was small but appeared to fill normally, the duodenal mucosa was irregular and coarsened.
Conclusion: The appearances suggest a malignant stricture in the lower part of the stomach with widespread infiltration along the gastric wall producing a linitis plastica.
She was admitted to hospital on October io, 1954, with a diagnosis of carcinoma of the stomach. Haemoglobin was 8.5 g. per cent. W.R. and Kahn negative. Blood urea was i6 mg. per ioo ml. The serum electrolytes were within normal limits. In view of her anaemia and history of persistent vomiting she was given a pint of blood and one litre of Darrow's solution intravenously on October 14, 1954. A laparotomy was performed on October I5, 1954 . The stomach was very small being only 5 inches long, it was narrow and tubular and diffusely thickened from oesophagus to pylorus. No enlarged glands were present in the omentum or mesentery. It was thought that this was a carcinoma and a total gastrectomy was commenced. The greater and lesser omenta were mobilized and the first part of the duodenum mobilized and divided. At this stage the duodenal mucosa was found to be nodular with small ulcers I -2 mm. in diameter as far as could be felt by a finger inserted into its lumen. No thickening was palpable from the outside. The small bowel was normal from external examination. The stomach was removed and the oesophagus anastomosed to the duodenum. The patient received a further pint of blood postoperatively.
The patient made rapid progress and was discharged eating well on October 30, 1954. Unfortunately she failed to return to the Follow-up clinic and could not be traced at the address she had given so that further barium studies including the jejunum and ileum could not be made.
On opening the stomach diffuse thickening of the wall was found, maximal at the pyloric antrum. A few minute superficial ulcers were present. Numerous sections (Fig. 2) were studied from different parts of the stomach and the changes were the same throughout. The histological report was as follows: ' 
